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CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observations, record reviews and
interviews, the facility failed to ensure 3 of 4 audit
clients (#2, #3 and #4) received a continuous
active treatment program consisting of needed
interventions and services as identified in the
Individual Program Plan (IPP) in the areas of
adaptive equipment and medication
administration. The findings are:

A. During observations throughout the survey on
1/17-18/23, client #2 was observed sitting at the
dining room table of the home in a chair without
any armrests. Further observations revealed
there were no chairs at the dining room table
which had armrests.

Review on 1/17/23 of client #2's IPP dated
10/12/22 stated he should be sitting in dining
room chairs with armrests. Further review
revealed the armrests are for support.

During an interview on 1/18/23, the Qualified
Intellectual Disabilities Professional (QIDP) stated
a work order was written to purchase dining
rooms chairs with armrests. Further interview
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revealed the QIDP could not provide a copy of the
work order for the surveyor to review.

B. During morning medication administration on
1/18/23 at 7:04am, Staff A spoon fed client #4 his
medications. At no time was client #4 prompted
to participate in his own medication
administration.

During an interview on 1/18/23, Staff A stated
client #4 is not stable enough to feed himself his
own medications.

Review on 1/18/23 of client #4's IPP dated
10/20/22 stated, "I do continue to participate daily
with self-medication administration to my
potential...I will most likely always require
assistance".

During an interview on 1/18/23, the QIDP stated
client #4 should have been allowed to feed
himself his own medications with hand over hand
assistance.

C. During morning medication administration on
1/18/23 at 7:17am, Staff A spoon fed client #3 his
medications. At no time was client #3 prompted
to participate in his own medication
administration.

During an interview on 1/18/23, Staff A revealed
she fed client #3 his medications because he will
drop them.

Review on 1/18/23 of client #3's IPP dated
9/20/22 stated, "I do take my meds with food, and
| independently spoon this to myself".

During an interview on 1/18/23, the QIDP
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indicated client #3 can independently feed himself
his own medications.
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